SUMMARY A retrospective study showed musculoskeletal manifestations in 32 of 108 patients treated for infective endocarditis in several departments at the Poitiers CHU. Such manifestations included articular pain or aseptic arthritis, typically involving the major joints, as well as vertebral osteomyelitis, low back pain (inflammatory or non-inflammatory), and myalgia.
Musculoskeletal manifestations of infective endocarditis (IE) are particularly hard to diagnose, and until recently their frequency has been underestimated. Reviewing 108 cases of patients admitted to hospital for IE at the Poitiers CHU we sought to determine: (a) the type and frequency of rheumatological manifestations of IE; (b) the clinical and laboratory characteristics of IE with or without such manifestations.
Materials and methods
This study included 108 cases of infective endocarditis, 77 males and 31 females, treated between 1 January, 1966 and 30 September, 1983 at the Poitiers CHU in the Departments of Cardiology A, Infectious Diseases, Internal Medicine, and Rheumatology. This diversified recruitment prevented statistical bias from the specialisation of a single department. For patients to be included they had to have the following: (a) organic valvular (or prosthetic) involvement; (b) demonstration of pathogens by haemoculture or culture of valvular tissue, or clinical septicaemia with development or Accepted for publication 15 May 1984. Correspondence to Dr Ph. Thomas Laboratory values, including assay for cryoglobulins (negative in all cases studied) were quite similar. There was a slight difference in terms of two parameters: CIC levels (rather than presence in abnormal quantities, identical in both groups) were partially reflected in the percentage of C4 precipitation, which was higher in those patients with musculoskeletal signs (31.5, SD 8%, versus 26.8, SD 7%), and in the Waaler-Rose reaction, which was more frequently positive in the patients,with such signs. Nevertheless, differences were not statistically significant. This is also the case for the frequency of streptococcal infection in patients with positive serology for rheumatoid factor. TabWe 3 Bacteriological data (blood culture); n=number ofpatients: n is greater than 32 in thefirst column owing to isolation ofseveral pathogens in 2 cases ofIE. p=Statistical significance, NS=not significant Comparison of causal pathogens in the two groups showed no significant differences except for streptococcus D, which was more frequently found in patients with musculoskeletal signs ( Low back pain could also be attributable to myalgia, especially when the pain is poorly systematised. Independently of spinal involvement, myalgia in IE tends to involve the shoulders and hips,2 and has been attributed to vasculitis2 or arterial emboli.2' Like the other musculoskeletal manifestations with which it is frequently combined myalgia is common in forms of IE in which diagnosis tends to be late. 23 The presence of rheumatoid factor (RF) is not correlated with musculoskeletal manifestations, regardless of the type. Like elevation in gammaglobulins, RF is a consequence of prolonged infection, and probably has no pathogenic role. 
